Incompleteness of cancer registration in low-income countries might not reflect the true incidence rates due to limited coverage. 3 There are wide differences reported in the global incidence rates of oral cancer. 4 Worldwide diversity in the presentation of, and outcomes from, oral cancer could result from differences in risk factors, diagnostic procedures, access to care, and mode of treatment. 1 It has been estimated that changes in the world's demography would result in an increase of incidence by 62% in 2035. 
Health promotion to educate people about oral cancer risk factors and lifestyle modifications has the prospect of modifying incidence trends. There is a need to customize promoting prevention, screening, and treatment planning based on specific regions or countries. 1 The stage at diagnosis is still an important factor that influences prognosis, making screening and early detection paramount to finding the disease at an early stage. 5 The limited number of health personnel available in low-income countries limits mass screening and early detection. Good public awareness of oral cancer would increase the number of patients reporting with early signs to primary care centers, therefore increasing the possibility of early detection. 6 While there are many studies that have reported oral cancer knowledge of people from different countries, studies from Indonesia are lacking. [7] [8] [9] [10] [11] [12] Therefore, the aim of this present study was to investigate the awareness of oral cancer among adults in Jakarta and to determine the factors influencing oral cancer awareness.
| MATERIAL S AND ME THODS
The present study was a cross-sectional questionnaire-based study evaluating the knowledge and practices related to oral cancer. The questions used were modified from a questionnaire developed from, and reported in, a previous study. 13 The sample frame was determined using multistage cluster random sampling method by dividing the study population based on a proportional number of people in each area of Jakarta. Permanent residents of Jakarta were approached to participate in the study and were asked to confirm their residency by their Jakarta ID number. The approach used was the house-to-house method, which was chosen through random numbers. All eligible participants provided informed consent and were given information about the purpose of the study at the house-tohouse visit. The process was repeated until the expected number of eligible participants from the clusters was achieved. In total, 1000 participants were included in the study. Any participant who did not have a Jakarta ID number, or those who submitted incomplete answers to the questionnaire, were excluded from the study.
The first part of the questionnaire consisted of collecting sociodemographic data on age, sex, education, occupation, and socioeconomic status. The second part consisted of questions assessing the awareness of oral cancer, knowledge about early signs and symptoms, risk factors, lifestyles related to oral cancer, sources of information about oral cancer, dental visits, and whether advice was given by dentists on tobacco smoking and alcohol use during a previous dental visit. The answers were recorded as yes/no for each question ( Table 1 ).
The present study was approved by the Ethics Committee of the Faculty of Dentistry, Universitas Indonesia (Jakarta, Indonesia).
Participants were asked to provide informed consent prior to data collection. Verbal consent was given with the presence of a third party in cases where the participants were illiterate. The answers were recorded; the relationship between two categorical variables was done using non-parametric χ 2 -test, and bivariate logistic regression model was used to assess the association of risk habits and the awareness of oral cancer. P < .05 was considered to be statistically significant.
| RE SULTS
The study participants were adults who were randomly selected and equally represented six different regions of Jakarta, Indonesia, and all gave consent to participate in the study. The participants were aged between 18 and 90 years, and the ratio between males and females, as well as the age groups, was designed to be almost equal for the study. Only 14% of participants had tertiary-level education; most had secondary-level education, which was up to 12 years of schooling (58.6%), and one-quarter had a limited education level (0-6 years of schooling). The majority of participants were in the middle economic class (61.7%), and almost 45% of them were unemployed/housewives (Table 2) .
Only 53.2% of the participants were aware of, or had heard about, oral cancer. Age and sex did not influence the level of oral cancer awareness, although as age increased, the number of participants who were aware of oral cancer decreased (Table 3) . Participants in the 25-44-year age group showed greater awareness of oral cancer compared to other age groups. Differences in economic status among the study participants did not affect the level of oral cancer awareness; however, the level of oral cancer awareness significantly differed by the level of education (P < .001), occupation (P = .04), and experience of dental visits (P < .001) ( Table 3) .
Of the participants who had a history of dental visits, approximately only 30% admitted that their dentists asked them about their tobacco and alcohol use. Furthermore, approximately only 30% of patients had been informed by their dentist about the risks of tobacco and alcohol use in order to improve oral health (Table 4) .
Of the 532 participants who were aware of oral cancer, more than half did not know about the early signs of oral cancer (56.7%).
Out the 230 participants who were aware of the early signs of oral cancers, the answer "oral ulcerations that do not heal" was chosen by 84%, followed by "painless red lesions" (20%) and "painless white lesion" (14%) ( Table 5 ).
In terms of oral cancer risk factors, the participants were first asked whether they were aware of the risk factors of oral cancer.
All 532 participants (who said they were aware of oral cancer) knew that smoking was an oral cancer risk factor. Alcohol consumption was also chosen as an oral cancer risk factor by 30.1% of participants, indicating awareness. However, only a limited number of participants (<10%) were aware that oral cancer could be related to betel quid chewing, UV light exposure, poor diet, and genetics.
Surprisingly, approximately only 18% of participants who were aware that human papillomavirus was an oral cancer risk factor (Table 5 ).
All smokers were aware that smoking was an oral cancer risk factor. Of the 696 participants who did not smoke, 66% did not know that smoking was an oral cancer risk factors (Table 6 ). In the present study, we found that smokers were more likely to know that smoking was an oral cancer risk factor. Betel quid chewers were more likely to be unaware of the role of betel quid chewing as an oral can- .062-18.20). Participants who consumed alcohol were more likely be unaware that alcohol consumption was a risk factor for oral cancer (OR: 2.82, 95% CI: .169-47.105). However, these differences were not statistically significant (P > .05). Has your dentist ever asked about your smoking habit?
TA B L E 1 Questions used to assess oral cancer awareness

10.
Has your dentist ever asked about your drinking habit?
11.
Has your dentist ever given you information about the effects of smoking on oral health?
12.
Has your dentist ever given you information about the effects of drinking alcohol on oral health?
We inquired about the participants' source of information regarding oral cancer. The participants answered that they had multiple sources of information. The majority of participants gained information regarding oral cancer from health warnings (43.3%), followed by TV/radio, Internet, and printed media. Only 18.9% and 8.1% of participants gained information about oral cancer from their dentists or physicians, respectively (Table 7) .
| D ISCUSS I ON
Data on oral cancer epidemiology in Indonesia are scarce.
GLOBOCAN 2012 estimated that the incidence of oral cancer for both sexes in Indonesia was 2.3/100 000 per annum. 14 Despite many published studies worldwide evaluating oral cancer awareness, such studies have not been previously done in Indonesia, except on a small on a sample of older adults population in the Depok region. 15 To the best of our knowledge, this is the first study to evaluate oral cancer awareness among adults in Jakarta, Indonesia with a total of 1000 participants. Jakarta was chosen as our target population, as it is the capital city of Indonesia and has the highest prevalence of cancer in Indonesia based on the 2013
National Health Survey. In the present study, we used multistage cluster random sampling to obtain a sample of representative participants. All participants living in five different areas of Jakarta were eligible to participate. We used a door-to-door interview method to speak with residents whose areas were randomly selected based on the criteria of the present study. The participants were informed about the purpose of the study and gave consent to participate. The rejection rate was very low, with only six people not agreeing to participate in the study.
In the present study, we found that nearly half of the interviewed population was not aware of oral cancer. Only 532 participants (53.2%) were aware of oral cancer; the remaining participants had never heard of oral cancer. Oral cancer awareness found in the present study was slightly higher than a previous study conducted in Turkey in 2010. 10 However, our results are similar to previous studies from other parts of the world that ranged from 56% to 96%. 11 It was alarming to note that 46.8% of participants had never heard of oral cancer from any source of information. This result showed that health promotion or information about oral cancer was still not systematically distributed to people in Jakarta. A previous report showed that cancer communication has not met the needs of different populations in terms of literacy, culture, and linguistics. Therefore, it is important to implement the practice of health education and revisit the current policy. 16 In Indonesia, there is no specific information source regarding oral cancer for the public, although several previous studies about oral cancer have been published for professional education. [17] [18] [19] [20] Even in countries, such as the USA and the UK, where oral cancer awareness campaigns have been running for several decades, evaluation of its effectiveness in increasing people's knowledge has not been evaluated. 5 Increasing knowledge could have an impact on reducing patients' delay in presenting with symptoms of oral cancer. Many factors have been reported to influence reasons for patients' delays, including fear of a cancer diagnosis and limited access to health care. 5 More importantly, a study from Scotland highlighted patients' lack of awareness about the possibility of cancer, even when a non-healing ulcer was present for several weeks. 20 Based on the participants' age, it seemed that participants in the younger age groups tended to have better awareness about oral
cancer. This could be related to the level of health literacy. 9 Some studies have demonstrated that individuals with low health literacy are usually at highest risk for oral diseases and delayed presentation.
These individuals include: (a) those with a low socioeconomic status;
(b) those with a low level of education; (c) minorities; and (d) the older adults. 9 The findings of the study showed that oral cancer awareness significantly differed by level of education, occupation, and experience of dental visits. Similar observations have been reported in the literature. 19, 21, 22 People with higher levels of education are more likely to be aware of oral cancer. Many factors could influence socioeconomic inequalities in health, including access to promotional materials and psychosocial and behavioral factors. Strategies for reducing these inequalities should focus on reducing poverty and access to care, as they shape conditions of psychosocial resources and health behavior. 23 Reducing social inequalities requires national policies coordinated with wider health and social initiatives. 24 In the present study, we found that awareness among professionals was lower than those of unemployed/housewives and self-employed people. The participants who were unemployed/housewives included students, retired persons, and the older adults. These findings were similar to a study from Malaysia. The possible reason for this could be that primary sources of information about oral cancer were from health warnings and mass media. 25 Therefore, it could be related to the more time spent on watching television by these (unemployed) respondents compared to those who were working. Also, these participants would have more time spent engaging in social activities where they meet people who might have heard about oral cancer. 25 The results of the present study demonstrated that dental visits play an important role in oral cancer awareness. This result is similar to those of US study. 6 Participants who regularly visit the dentist were significantly more aware of oral cancer. However, it was also shown that only 18.9% of participants who were aware of oral cancer gained information about oral cancer from their dentist, and only 8.1% from their physicians. This difference is not surprising, as dentists are trained more adequately about oral cancer and oral clinical examinations. The most common source of information of oral cancer was gained from health warnings. The role of health professionals in providing information about oral cancer is vital. 26 Data regarding dentists' knowledge and attitudes about oral cancer education are still needed in Indonesia. A previous study in Canada showed that only 38.5% of dentists had consistent knowledge of oral cancer risk factors and diagnostic procedures, 27 which could explain why patients did not gain information about oral cancer from their dentists. To overcome this problem, it is important to plan a continuing education program on oral cancer for dentists. 26 Revision of the dental curriculum, with a focus on oral cancer, is also needed, as previous studies have identified the need to increase students' knowledge and attitude about oral cancer. 12, 28, 29 It is also important to increase dentists' and doctors' awareness, as it would reduce the number of deaths resulting from professional delays in the diagnosis of oral cancer. Doctors' delays have been shown to range from 0 days to 6 months, with a mean of 3-5 weeks.
Delays in the diagnosis of oral cancer are more likely to happen in patients ≤40 years old. 5 Several factors that might influence this include the limited time spent on patient examinations, lack of remuneration, limited training in assessing risk factors, as well as a lack of systematic soft tissue examinations. 30 The participants who said they were aware of oral cancer still had limited knowledge about its early signs and risk factors. It was surprising that all of the participants who smoked were aware that smoking was an oral cancer risk factor. Being a smoker made exposed them to the health warnings found on cigarettes packaging. This confirms the importance of labeling and packaging of tobacco products. Previous research has reported that there is a diminished effect of cognitive processing of graphic health-warning labels on participants after 5 years, indicating the need for a regular refreshment of graphics. 31 A study in India showed that graphics on cigarette packaging is strongly effective in increasing awareness, but not effective enough to motivate them to quit. 32 Current health education is not sufficient to achieve behavioral changes. Interventional studies are needed using a primary healthcare approach focused on smokers, with adequate follow up. Smokers should be targeted for screening for the early detection of oral cancer.
The findings of the present study revealed that, among smokers who are residents of Jakarta visiting dentists, many are not receiving tobacco-cessation advice. Only 30% of patients had received such advice. Oral health professionals have an important role in contributing to the tobacco-dependence treatment of patients who visit dental clinics. 33 Professional societies of Indonesia need to engage with all registered dentists to provide brief tobacco-cessation advice to their patients at every opportunity.
People who consume alcohol and chew betel quid are more likely to be unaware about the risk of oral cancer related to their habit.
However, in the present study, compared to those who did not drink or smoke, the difference was not significant. People who consume alcohol or chew betel quid were a minority in the present study. Most of the participants were Muslim, and do not consume alcohol as part of their religious beliefs. Betel quid chewing is not a common habit in people who live in the cities in Indonesia, although it is part of the culture of some tribes in Indonesia. 34 A previous study reported that betel quid abusers found in North Sumatra, East Java, Bali, West Nusa Tenggara, South Sulawesi, and Papua tend to have more oral premalignant diseases than non-users. 34 Further studies that include people in rural parts of Indonesia might yield different results.
Most of the participants in the present study did not know that poor diet could be a risk factor for oral cancer, even though several studies have shown that poor diet increases the risk of other cancers. 17, 35, 36 Health education should include recommending a healthy diet for improving general health and preventing cancers, including oral cancers, as has been done for hypertension and diabetes. 37 According to the World Health Organization's tobacco global report 2017, approximately 34% of adults in Indonesia are smokers. The report also showed that health warnings on, and mass media campaigns about, smoking are powerful, and taxation on tobacco is reaching 60% of its retail price. However, in Indonesia the advertising of cigarettes is not regulated, and the price of the cigarette is still quite affordable.
The report highlighted health warnings on, and mass media campaigns about, smoking are less powerful than the advertising. 38 Sources of information on oral cancer showed health warnings to be the most common answer among our participants. Our study showed that 43.3% of participants gained information about oral cancer from this source of mandatory health warnings, suggesting that it is an effective way of promoting health education. This was followed by information from TV/radio, which was in contrast to a study in Jordan. 39 Printed material, such as newspapers and magazines, were not commonly used as a source of information by participants in the present study, as not many people were literate. The Internet was also not a common source of information about oral cancer, despite the number of Internet users in Indonesia being very high. This could be a tool for health-promotion programs, as long as the message is compatible with literacy, culture, and linguistics. 23 A mass media campaign was aired on two national television channels in Malaysia and the reach was monitored through an independent program-monitoring system. Approximately 78.2% of respondents had heard of oral cancer, and this increased significantly after the campaign. However, the ability to recognize signs and symptoms remained unchanged.
40
A health-promotion message with a proper design is needed in order to effectively increase people's knowledge of risk factors, signs, and symptoms of the disease, and to change behaviors to decrease the incidence of oral cancer. Evaluations of the effective of future health-education programs are also warranted. 
| Conclusion
In the present study, we confirmed that awareness of oral cancer is still low among adults in Jakarta. The results, in terms of knowledge of early signs and risk factors, are in line with other studies conducted in many other countries. Public awareness was related to age, education background, and socioeconomic status. Strategies to reduce the inequalities should be implemented by adjusting the material to suit the community. There is a need to evaluate the effectiveness of the graphic health-warning labels on cigarette packaging, as all current smokers in the present study were aware that cigarette smoking causes mouth cancer. Although such warnings educate people about smoking as a risk factor for oral cancer, it might not be effective in motivating people to quit smoking. It is vital that dentists deliver information about oral cancer through a revision of dental curriculum for undergraduates and structured continuing education for dental graduates.
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